Parasitic Leiomyoma (PL) is considered a rare variant of uterine fibroids occurring outside the uterus. We hereby report a challenging case of parasitic leiomyoma that is considered rare in the literature with all its particularities. A 62 YO lady is known to have a history of diabetes, right breast carcinoma, appendectomy and normal vaginal deliveries presenting with a two-year history of back and abdominal pain with recent urinary symptoms. Therefore, an abdominopelvic Ct scan and MRI were done showing uterine fibroids compressing the bladder. The patient underwent an exploratory laparotomy. A palpable intravesical mass was identified. Transurethral cystoscopic resection was performed. Pathology results confirmed the leiomyomatous nature of the mass. Postoperatively, the surgery was complicated with a wound dehiscence and a hematoma formation on the left lateral wall of the bladder that was treated conservatively with a good follow-up outcome.
Introduction
Parasitic Leiomyoma (PL) is considered a rare variant of uterine fibroids occurring outside the uterus. In recent years, reported cases about PL have increased and their incidence is rising. Most of them occur in women of reproductive age.
The formation of PL was attributed to a previous history of laparoscopic morcellation of fibroids (secondary PL). However, some patients diagnosed with PL, have no previous myomectomy or hysterectomy or any other uterine surgery (Primary PL) [1] . of a PL is performed either open or laparoscopic or robotic. The most important issue is to perform a meticulous examination in order to assess the blood supply of the mass so the resection would be safe [3] .
We hereby report a challenging case of parasitic leiomyoma that is considered rare in the literature with all its particularities so it will be an addition to the total of reported cases worldwide.
Case Presentation
This is a case of 62 YO non-smoker lady, G4P2A2, previous two normal vaginal deliveries and two abortions, known to have a history of diabetes and a right breast carcinoma treated on 2012 with a right mastectomy associated with chemotherapy, radiotherapy. She took six chemotherapy sessions, thirty radiotherapy sessions and she is currently on tamoxifen. On the other hand the patient has a past surgical history of appendectomy, tonsillectomy and pilonidal cyst excision.
She presented with back and abdominal pain at the emergency department of Rafic Hariri University Hospital. Her history goes back to two years ago when she started complaining about this pain but did not do any investigations about it. Then, she started having urinary symptoms (urgency, frequency, nocturia) on the three months that preceded her presentation. Therefore, an abdominopelvic At day 7, the patient presented for fresh blood oozing at the incision site. An abdominopelvic Ct scan revealed wound dehiscence with subcutaneous fatty strandings and a tract through the rectus fascia suggesting facial dehiscence. A hematoma was also seen on the left lateral wall of the bladder measuring 8.2 × 3.4 cm. CRP 12 WBC 6600. She was put on imipenem/cilastatin and treated conservatively with a good follow-up outcome.
Note that the pathology results turned back with a retroperitoneal Leiomyomatous mass weighing 47.4 g and measuring 6 × 4 × 3 cm adjacent to bladder neck with rare tiny calcifications.
The patient was lost to follow-up. Consequently, we have no information to be reported about her late stage. [4] . By the FIGO classification of uterine fibroids, PL is a type 8 leiomyoma with neither a myometrial involvement nor a uterine attachment [5] .
Discussion
On the other hand, unlike most of the reported cases in the literature [6] [7] [8] , our case has no previous history of laparoscopic myomectomy that may provoke unintentional seeding of fragments. In other words, she has no evident predisposing iatrogenic factor for PL. So the etiology is unknown here. Note that appendectomy as an abdominal surgery cannot be considered as a significant indirect causative factor of PL.
As for the preoperative imaging, neither the abdominopelvic Ct scan nor abdominopelvic MRI gave us clear evidence for the diagnosis of PL.
On the other hand, the most common reported locations of PL are: the broad ligament, pelvic peritoneum, cul-de-sac and omentum [9] . However, in our case, the PL is located in the intravesical area. Consequently to this location, a transurethral cystoscopic complete resection was performed and this kind of management is not routine for uterine leiomyomas.
Conclusion
Finally, this case is rare in the literature. More cases of PL and uterine leiomyomas need to be reported and studies need to be made so we can, at first, specify modifiable risk factors in patients who have no previous uterine surgery predisposing them to such a mass and, secondly, develop the preoperative diagnostic methods including the imaging characteristics.
